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Abstract 
Background: Hydatidosis is a parasitic infestation caused by Echinococcus granulosus. This tapeworm 
commonly affects liver and lungs. Its diagnosis in unusual locations may be make some challenges for 
practicing physicians. 
Case Report: A 45-year-old man presented with bulging and discomfort in the right lower quadrant from  
2 years ago. Computed tomographic examination showed an oval cyst measuring about 7 cm × 15 cm in the 
inguinal area. In the operating room, after sealing the area with appropriate amounts of gauze soaked in silver 
nitrate the cyst punctured and clear fluid aspirated from the cyst; then, the cyst was sterilized using silver 
nitrate and opened. Daughter cysts were extracted from the cyst, the cyst was carefully freed from surrounding 
structures, and total excision of the cyst was performed. Post-operative period was uneventful, and no 
recurrence was encountered during the 6-month follow-up period. 
Conclusions: In this case, we present a patient with swelling in the inguinal area, which turns out to be hydatid 
cyst. To our knowledge, there has been no case of hydatid cyst arising primarily from inguinal canal. Hydatid 
disease can present with many different symptoms, and in this case, we present one the rare presentations of 
this disease. So that for a surgeon who works in the endemic areas, it is important to be aware about the 
varying presentations of the disease so that in the operation room should do required preparations to prevent 
unwanted serious problems such as spillage of intracystic materials. 
© 2017 Tehran University of Medical Sciences. All rights reserved. 
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Introduction 
Hydatidosis is a parasitic infestation caused by 
Echinococcus granulosus and rarely by Echinococcus 
multilocularis. The hydatid disease is a public health and 
economic problem in the middle east, Mediterranean 
countries and South Asia and far east (1). This tapeworm 
commonly affects liver and lungs but in some rare 
instances can involve any other organ in the body such 
as brain and spleen (2). Its diagnosis in unusual locations 
may make some challenges for practicing physicians. 
Furthermore, it is not a known consensus about 
management of hydatidosis of rare places. 
We present a unique case of retroperitoneal 
hydatidosis which protruded through inguinal canal 
mimicking large irreducible inguinal hernia. 
 
Case Report 
The patient was a 45-year-old man presented to our 
university based hospitals clinic complaining from 
bulging and discomfort in the right lower quadrant 
from 2 years ago. There was no history of trauma, he 
was a Shepherd from west Azerbaijan state and had 
unremarkable medical history. He stated that he had a 
similar problem on the left inguinal side whom 
undergone left herniorrhaphy 15 years ago. 
On examination, pulse was 82 beats/minute, blood 
pressure was 123/65 mm Hg, and oral temperature was 
36.5 oC. On abdominal physical examination other than 
previous herniorrhaphy scar on the left side and 
burning scar on the right side, there was firm, non-
pulsatile, slightly tender 4 cm × 10 cm mass in the right 
inguinal side which was not mobile during straining or 
coughing. The rest of examination was unremarkable. 
Ultrasonography was performed and showed a thin-
walled, anechoic, cystic mass in the inguinal canal 
which was protruded from external ring outside. 
Computed tomographic examination showed an oval 
cyst measuring about 7 cm × 15 cm with high 
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attenuated wall without any attenuation within the cyst. 
The cyst was located in the inguinal canal there was 
not any calcification on the cyst wall or any other 
cystic structure in the abdomen or thorax. 
Other laboratories and radiologic examinations 
were unremarkable. First diagnosis which should be in 
the top of our list was infected hydatid cyst, but the 
location and absence of hepatic and pulmonary 
involvement could compromise this diagnosis. Another 
differential diagnosis was mesenteric cyst or ovarian 
cyst herniating through inguinal canal. Due to his pain 
and discomfort patient was candidate for surgery. 
In the operating room, the patient was operated 
under spinal anesthesia, and classical inguinal incision 
was preferred, and after going through skin and 
subcutaneous area, we encountered a large firm hydatid 
cyst protruding from inguinal canal. After sealing the 
area with appropriate amounts of gauze, soaked in 
Silver nitrate the cyst punctured and clear fluid 
aspirated from the cyst then the cyst was sterilized 
using Silver nitrate then opened (Figure 1).  
 
 
Figure 1. After sealing the operative field with appropriate 
amounts of Silver nitrate soaked gauze, the cyst punctured 
and clear fluid aspirated from the cyst 
 
After opening the cyst wall, the typical germinative 
membrane of a hydatid cyst was identified and 
extracted (Figure 2). Then, daughter cysts were 
extracted, and the cyst was carefully freed from 
surrounding structures, and total excision of the cyst 
was performed. Further, examination revealed a right 
indirect inguinal hernia which had been repaired using 
Modified Bassini method. 
 
 
Figure 2. After opening the cyst wall, the typical germinative 
membrane of a hydatid cyst was identified and extracted 
Post-operative period was uneventful, and the 
patient had full recovery and discharged from hospital 
with albendazole 10 mg/kg/day for 6 months. 
Pathologic examination confirmed the diagnosis of 
hydatid cyst. No recurrence was encountered during 
the 6-month follow-up period.  
 
Discussion 
Hydatid disease is one of the well-known infestations 
all over the world which is endemic in meditation 
countries and Middle East and South America (3). This 
disease is caused by cystic stage of E. granulosus larva 
(1). The most common sites in the body are liver and 
lungs, but the disease can involve anywhere in the 
body (4-6). The symptoms of hydatid disease are 
nonspecific and usually are the result of a mass like 
lesion and compression of adjacent organs (7,8). Due 
to high rates of false positive results, blood tests are not 
helpful in the diagnosis of hydatid cysts (3). The 
imaging modalities such as ultrasonography and 
computed tomography (CT) scanning are helpful. 
Finding such as calcified cyst wall and 
microcalcifications within daughter cysts and varying 
fluid densities between cysts and surrounding organs 
are strongly suggests the diagnosis of hydatid disease. 
However, these findings are dependent to disease stage, 
and in some stages of hydatid disease, we may see 
nothing diagnostic in the imaging. Furthermore, if the 
cysts were presented in unusual sites the exact 
diagnosis is difficult, and differential diagnosis is high 
(9-11). Treatment modality of choice is complete 
excision of the cyst, but in some cases in which total 
excision is impossible other modalities such as partial 
cystectomy or even non-surgical therapies such as 
medical or puncture-aspiration-injection-reaspiration 
technique has been proposed (7,12-14). 
In this case, we present a patient with swelling in 
the inguinal area, which turns out to be hydatid cyst. 
Inguinal canal is one of the rare sites for hydatid cyst. 
In the literature, there are some case reports with 
retroperitoneal hydatid disease which presented with 
symptoms mimicking inguinal hernia, but to our 
knowledge, there has been no case of hydatid cyst 
arising primarily from inguinal canal (15,16). The 
suggested pathophysiology of these problems is 
hematogeneous or lymphatic spread (17). In this case, 
diagnostic work-up was the same as the other cases, by 
ultrasonography and CT scan. However, no diagnostic 
features had been obtained and we had too many other 
differential diagnoses in mind. Due to this situation, the 
case was discussed in the multidisciplinary team, and 
the suggested plan was proceeding to surgery. 
In the operating room, it had been prepared all the 
facility to approach the hydatid cyst, and the operative 
field was sealed with silver nitrate soaked gauzes. After 
puncturing the cyst, because of aspiration of clear fluid, 
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the diagnosis of hydatid cyst was confirmed, and the 
operation proceeded and total excision of cyst were 
performed which is the standard treatment for hydatid 
cyst (14). 
After literature review, it has been found some 
articles about cases with retroperitoneal hydatid cysts 
presenting with inguinal or scrotal swelling (15,16,18). 
However, this case is unique in that matter which in 
this case there is not a retroperitoneal mass protruding 
through inguinal canal but a mass which had been risen 
from inguinal canal. Hence, that, this case was a great 
challenge in the diagnostic and treatment plan. 
In conclusion, hydatid disease can present with 
many different symptoms, and in this case, we present 
one the rare presentations of this disease. So that for a 
surgeon who works in the endemic areas, it is 
important to be aware about the varying presentations 
of the disease so that in the operation room should do 
required preparations to prevent unwanted serious 
problems such as spillage of intracystic materials. 
Hence, that, we suggest the diagnosis of hydatid 
cyst should be suspected especially in endemic regions 
in all patients presenting with cystic mass like lesion 
anywhere in the body. 
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